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This evaluation examines the effectiveness of the Atlanta Veterans Affairs
Medical Center (VAMC) HIV Program in stabilizing the psychosocial functioning of
its HIV/AIDS infected veteran patients. The Atlanta VAMC comprises an Infectious
Disease Unit, under which the HIV program operates. This study evaluates the client
services component of the program, which provides the psychosocial supports believed
to sustain client functioning. The biopsychosocial model constitutes the conceptual
framework for this study. The psychosocial challenges of the sample are articulated
through this model with attention to physical health, psychological well being, and
social functioning. The methodology for the evaluation includes an interview with the
client services social worker regarding the program and a chart review. An evaluation
tool is used to review 30 randomly selected client charts. Service data with attention to
type and degree of psychosocial intervention is obtained from the chart. Client
stabilization is assessed based on progress towards the intervention or fulfilling a
psychosocial need. Data is analyzed to present descriptive findings and the outcome
measure, “psychosocial stabilization.” The evaluator finds that primary psychosocial
interventions including case management, substance abuse treatment and mental health
are contributing to the stabilization of veterans’ functioning. Evidence of the
biopsychosocial model is also indicated, as the interventions are addressing the relevant
components of the model.
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The Human Immunodeficiency Virus continues to infiltrate societies throughout
the world with an increased magnitude on the lives of many. The United States of
America is currently estimated at nearly a million HIV/AIDS cases (National Center for
HIV, STD, and TB Prevention, 2004). The face of the epidemic has grown in diversity,
reflecting all ethnic, socioeconomic, gender, and age groups. Furthermore, specified
communities and population groups have emerged as distinct targets. One such group
is that of U.S. Veterans. This chapter explains the purpose of evaluating an HIV
service program to veterans and provides a background of the program to be evaluated.
The statement of the problem is delineated through discussion regarding the impact of
HIV/AIDS on the veteran population. The significance of this evaluation is explained
with attention to the need for HIV program evaluation to ensure effective inputs that
result in successful outcomes. Finally, the chapter is summarized and followed with an
overview of the remaining chapters.
Purpose of the Evaluation
This evaluation examines the effectiveness of the Atlanta VA Medical Center,
HIV Program in stabilizing the psychosocial functioning of its HIV/AIDS infected
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veteran patients. The Client Services component of the program is charged with
providing the psychosocial supports needed by the patients. In keeping with a holistic
approach to the care of persons living with HIV/AIDS, ancillary services are funded
through the Ryan White Comprehensive AIDS Resources Emergency (CARE) Act
(Conviser & Pounds, 2002). These ancillary services (i.e., mental health, case
management, nutrition, transportation, job skills, etc.) comprise the psychosocial
supports often required to improve management of the patient’s clinical treatment. For
example, the extent to which a mentally ill, HIV infected patient is successfully treated
for his illness has implications for adherence to prescribed HIV medications and follow
through with other clinical recommendations (Conviser & Parham, 2002). This
evaluation examines the degree to which interventions are being provided by the HIV
program to support the client in his social environment and to ensure his mental
wellness. The interventions may be direct or indirect. This evaluation is purposeful in
capturing the holistic approach with the realization that psychosocial stabilization has
implications that go beyond the individual level. The successful clinical management
(medical and psychological) of an infected individual is believed to contribute to the
overall preventive health goals of an entire community.
Background of the Program
The Atlanta VAMC is a tertiary care center that provides primary and
specialized outpatient care, extended care, acute, surgical, intermediate, and psychiatric.
The mission of the center emphasizes timely and compassionate healthcare that
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contribute to the veteran’s well being and quality of life (Atlanta VA Medical Center,
2004). The center comprises major specialties and subspecialties including Infectious
Disease under which the HIV Program is administered. The HIV Program was
established in 1989, at the end of the decade in which the epidemic first revealed itself
to America.
The Atlanta VAMC HIV Program has established itself as a comprehensive
program of care with outpatient visits, medication management, case management, and
access to research. By the year 1998, the Atlanta program had serviced over 1,800
patients, ranking third among all VA medical facilities (Atlanta VA Medical Center,
1998). The program is comprised of a primary care and client services component.
Staff persons include the Chief of Infectious Disease, volunteer CDC physicians, nurse
practitioners, epidemiologist and a social worker. The majority of infectious disease
patients served by the clinic are HIV/AIDS clients. The HIV/AIDS clients are
predominantly African-American males ages 35-45 who contracted the infection
through homosexual contact. According to the Atlanta VAMC (1998), a total of 46%
of the patients have income below the poverty level. VA healthcare benefits are the
only source of insurance for 94% of the patients. Other sources include social security
disability. The legal criteria for receipt of the benefits include two or more years of
U.S. military service with an honorable discharge (Atlanta Legal AID Society, 2004).
Medications are provided for a co-pay of $2 per 30 day supply, which may be waived
based on income.
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The Client Services component of the HIV Program is managed by the social
worker, an AID Atlanta Case Manager. AID Atlanta is the largest AIDS Service
Organization in the Southeastern U.S (AID Atlanta, 2004). It provides off site case
management services at a number of locations in the metropolitan Atlanta area. The
AID Atlanta system of case management involves working with the client to obtain the
necessary resources, enhance self-enabling, and to educate and provide emotional
support (AID Atlanta, 2004). The HIV infected veteran patient is referred to the client
services case manager by the treating physician based on perceived need for
psychosocial support. During intake, the case manager conducts an assessment to
identify the needs and develops a care plan to for intervention. The interventions
include but are not limited to housing, psychological services, job skills, support
groups. Client Services interface with community based ADDS service programs in the
metropolitan area to meet the unique needs of patients. For example, The Living
Room, is typically used to obtain HIV supportive housing and AID Atlanta for
emergency assistance funding. AID Atlanta offers a variety of services including case
management, rental assistance, pediatric and women services, support groups, etc. (AID
Atlanta, 2004). Other interventions through HIV Client Services such as mental health,
substance abuse treatment, and home health assistance are provided by the Atlanta
VAMC.
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Statement of the Problem
Although trend analysis of the HIV/AIDS epidemic indicate increased
prevalence among young adults, current surveillance reports (National Center for HIV,
STD, and TB Prevention, 2004) indicate the highest incidence of AIDS cases to be
within the age group of 35-44. This finding may be attributed to a number of factors
including clinical disease progression and the unavailability of effective treatments in
the past years. The HIV/AIDS infected veteran population encompasses a segment of
the aforementioned group, which requires regular clinical disease management as a
result of AIDS diagnosis. As previously indicated, psychosocial supports are required
to augment clinical services.
The nature of HIV/AIDS among the veteran population is evident as revealed by
the Immunology Case Registry which tracks the trends among veterans according to
type of antiretroviral treatment, demographics, mortality, etc. (VA HIV Report, 2004).
During the first half of fiscal year 2004, a total of 19,092 infected veterans received
care at a VA facility. A total of 588 deaths were reported during this same period.
According to the registry, 1,769 infected patients received care through the Atlanta VA
Network during this period with a reported mortality rate of 52 patients. A report from
the VA Public Health Strategic Health Care Group (2004) provided analysis of data
from fiscal year 2003. The report was to provide Ryan White CARE grantees with
summary data regarding HIV infected veterans. HIV populations were analyzed from
each VAMC site to determine whether or not the needs of patients were being met. The
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indicators of care were based on clinical markers (i.e., antiretrovirals, CD4 count)
established by the Health Resources Services Administration.
The findings revealed that among 928 patients treated by the Atlanta site, 867
had their needs met. The majority of patients were African American males between
the ages 30-60 (Public Health Strategic Health Care Group, 2004). Although this report
provided useful clinical data, it is limited by its failure to reveal information and
feedback regarding the psychosocial supports provided by the Ryan White grantees.
The Veterans Administration is the largest single provider ofHIV medical and
preventive services in the U.S. (Anonymous, 1998). The VA has placed increased
emphasis on outpatient services and access to clinical treatment for HIV/AIDS. The
VA must now provide sufficient attention to its unique population group in regards to
evaluation of the psychosocial services being provided, as the Health Resources
Services Administration requires grantees to report on all program outcomes and the
VA is continuing to use community based providers.
Significance of the Evaluation
This evaluation provides a meaningful examination of the client services being
delivered by the Atlanta VAMC HIV Program. Its significance is underscored by the
need to evaluate the social services being provided to stabilize the psychosocial
functioning of the veteran clients. The uniqueness of the HIV infected veteran
population itself has implications for program planning and implementation. For
example, the homogeneity of the group (i.e., socialization due to military experience)
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may permit some uniformity in treatment modalities. The interventions provided by
HIV social workers must demonstrate systematic efficacy in that they are compatible
with other program components including primary care management. Failure to
evaluate any given component of a program threatens the homeostasis of the entire
operation. The inputs (i.e., assessment, plan development, services, etc.) provided by
the client services social worker require an evaluation to determine their impact on
outcomes including mental wellness and social functioning. The outcomes are
indicative of the outputs resulting from the program such as client participation in
substance abuse sessions, compliance rates with psychotropic medications, etc.
The federal government has gradually acknowledged and presently asserts the
requirement for program evaluation. The Government Performance and Results Act of
1993 (Ginsberg, 2001) requires government agencies to engage in strategic planning
with focus on outcomes and how they will be achieved. Attention must be given to
performance goals and indicators. Evaluation plans have increasingly become a
required component of grant application packets, as foundations and the government
are interested in whether or not the social programs positively impacted the lives of
clients (Ginsberg, 2001). Evaluation is essential to continuity of adequate services in
the HIV/AIDS community due to unexpected budgetary reductions and competition for
grants.
The theoretical importance of this program evaluation relates to a holistic
approach to healthcare. According to systems theory, the client is influenced by
various subsystems ranging from personal factors to family to the community. The
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entities within a system are interdependent on one another (Chess, Dale, Norlin, &
Smith, 2003). In accordance with systems theory, the clinical treatment needs of the
client and the psychosocial stressors are interrelated and one can not be resolved
without attention to the other. The theoretical rationale for program evaluation would
purport that the psychosocial interventions undergo examination to ascertain its relation
to the resolution of clinical disease management issues. The rationale extends to the
impact of individual stabilization on the health and wellness of the community. In
accordance with social systems theory, the behavioral health practices of the individual
such as attitudes towards safe sex will impact society at large.
Summary
The U.S. veteran population has emerged as a distinct group affected by the
HIV/AIDS epidemic, which continues to pervade societies. The VA is the largest
single provider of HIV health care services in the country. The VA Public Health
Strategic Health Care Group oversees HIV service provision to veterans and the VA
medical centers are utilizing Ryan White CARE providers to deliver the necessary
psychosocial supports to the infected veterans. The psychosocial supports are offered
through a system of ancillary services in accordance with the holistic approach
established by the Department of Health and Human Services, Health Resources
Services Administration. Evaluation of these psychosocial supports on the stabilization
of infected veterans is essential, as clinical disease management and community health
stand to be impacted. This evaluation examines the degree to which the psychosocial
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supports provided by the Atlanta VAMC, HIV Program stabilizes the functioning of its
infected patients.
A review of empirical and conceptual literature is discussed in Chapter 2
including the impact of HIV/AIDS among this distinct population group, evaluation of
HIV/AIDS service programs, social supports and stressors affecting persons living with
HIV/AIDS, psychological issues affecting the persons living with HIV/AIDS, and a
review of Ryan White health care policy and services. The methodology used in
conducting this program evaluation is explained in Chapter 3. The expected findings
are revealed in Chapter 4, with discussion and implications for social work to follow in
Chapter 5.
CHAPTER TWO
REVIEW OF THE LITERATURE
This chapter presents an extensive literature review that serves to inform this
program evaluation through empirical studies, conceptual research, epidemiological
data, and U.S. HIV/AIDS service policy. The literature discusses with attention to the
research methodologies employed and major findings that comprise the existing body
of knowledge. This review will provide the reader with a detailed background of the
problem including the impact of the epidemic on American veterans, the importance of
HIV program evaluation, psychosocial issues affecting persons living with HIV/AIDS,
and provisions under health services policy to serve the unmet needs of the affected
population. The strength and limitations of the existing literature is discussed. Finally,
the conceptual framework for this evaluation is presented and followed by a description
of the proposed study.
Impact of HIV/AIDS on the Veteran Population
The impact of HIV/AIDS on the veteran population was conveyed through a
number of characteristics within the literature review including demographics, risk
factors, physical health, mental health, access to care, etc. A cross-sectional study
surveyed four fundamental questions concerning HIV among veterans. The study
10
11
investigated (a) how veterans view the threat of contracting HIV and transmitting it, (b)
the risk factors that predispose veterans to HIV, (c) how veterans view behavioral
preventive measures that may protect them from acquiring HIV, and (d) the experience
of veterans with regard to HIV testing and counseling (Ganguly, Lenox, Quiroz, &
Sinnot, 2002). A total of 152 veterans were surveyed during a three month period at a
VA hospital. The sample comprised 90% males above the age 60 with a majority of
Caucasian participants (79%). A 34 item questionnaire inquired about the risk factors,
concern about contracting the virus, and attitudes towards preventive health. Results
from the study indicated worry among 44% of the veterans in regards to contracting
HIV infection and transmitting it to someone else. Among those who worried, 58% had
at least one risk factor (Ganguly et al., 2002). Most veterans had participated in HIV
testing, with a VA facility being the most frequent testing site. However, 45% of the
sample reported not receiving prevention counseling. This descriptive parallels the
finding that most (69%) of the sexually active veterans never used a condom.
Physical health differences between racial groups and survival was examined
among a sample (n = 865) of HIV infected veterans. The researchers hypothesized that
racial disparities resulted from health status, use of clinic services, and adherence to
treatment (Fine, Justice, McGinnis, Rabeneck, Rodriguez-Barradas, Sharma,
Skanderson, & Wagner, 2003). The methodology included collection of baseline data
on health and the mortality rate at the end of a three-year period. The findings revealed
that the African American and Hispanic veteran patients were more likely to be
identified as HIV positive earlier than other groups; however, statistically significant
12
mortality was revealed among Blacks and Hispanics (Fine et al., 2003). The early
identification was attributed to higher illness severity among minority patients at the
time of entry into care, which also impacted mortality. The findings of this study
suggest that VA health care professionals are to encourage routine testing to foster
preventive health among minority veterans.
Participation in clinical care and access to services were assessed among HIV
infected veterans within a study that examined the clinical and socioeconomic
determinants of health care use. It was hypothesized that clinical factors would be the
most important determinant of health care use being that the VA is an equal access
system providing care regardless of socioeconomic status (Hartigan, Menke, Nelda,
Rabeneck, & Simberkoff, 2000). A total of 470 patients were assessed from five VA
medical centers by medical personnel. The findings found 55% of the veteran sample
to be in the advanced stages of HIV infection. A total of 46% contracted the infection
through homosexual contact. The sample consisted of 47% Caucasian and 53%
African American low-income participants. Over half had no health insurance.
However, no statistical significance was found in regards to health care use between the
racial groups. Clinical disease factors were found to be the most important determinant
of health care utilization. Those patients in the advanced disease stages received more
inpatient care. IUD users received more ambulatory and substance abuse services.
These findings indicate equal access and provision of care to infected veterans treated
by VA.
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The clinical importance of HIV on depressive symptoms and cognitive
impairments among HIV infected veterans was explored through a neurological and
veteran cohort study. The study regarding cognitive impairment purported an
association between dementia, depression, hermatocrit, and hemoglobin among the HIV
infected veteran sample (Justice & McGinnis, 2002). Surveys were administered to the
primary care providers to collect data regarding mental functioning and physical health.
The results revealed that the clinical disease factors (i.e., hemoglobin, CD 4 Count, etc.)
are statistically significant risk factors for dementia or cognitive impairment.
An association between depressive symptoms and HIV illness severity was
examined among a cohort of infected veterans. The veteran cohort study encompasses
a longitudinal HIV/ADS study involving three VA Hospitals, Cleveland, Houston, and
Manhattan. Participants comprised 99% men, 55% African American with a mean age
of 49. All 881 veteran cohort participants were surveyed during this study to determine
depressive symptoms. The providers rated their patients’ illness severity and overall
disease. Statistical analysis found increasing severity of depressive symptoms to be
associated with increasing severity of disease symptoms (Justice, Kilboume, McGinnis,
Rabeneck, Rodriguez-Barrados, Rollman, Schultz, Smola, Weissman, & Whittle,
2002). An additional finding identified HIV symptom as reported by the participant to
be independently associated with the provider’s report of illness. The findings of this
study prompt the need for attention to indicators of depression among infected veteran
patients, as adequate assessment will need to be conducted by a mental health
professional to recommend appropriate treatment.
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Evaluation of HIV/AIDS Service Programs
Evaluation of HIV/AEDS programs is essential as evidenced by a phenomenon
that thrives upon a multitude of factors including patterns of behavior and social
practices that influence the health of a community. Theory can inform evaluation of
HIV programs by guiding the development of effective interventions for behavioral
change. HIV social workers, public health professionals, the government, and private
funded researchers are accountable for the outcomes of interventions whether they
serve to promote behavioral change or increase health awareness (Auerbach, DiVittis,
& Mantell, 1997). A theoretical framework can assist in understanding individual,
group, and community factors that result in adoption and compliance with preventive
health behaviors. This knowledge can be used to develop targeted, cost-effective HIV
interventions that can be evaluated. A number of theories have been introduced by the
human service disciplines to provide a systematic approach to countering the
HIV/AIDS epidemic. Major individual theories include Social Learning Theory, the
Theory of Reasoned Action, and the AIDS Risk Reduction Model. The Diffusion of
Innovation Model and Social Action Theory are leading community theories. Notable
organizational theories are comprised of Organizational Stage Theory and Development
Theory and the Precede-Proceed Model.
The individual models are consistent in that they promote behavioral change
whether the approach is cognitive-perceptual or phase based. The community and
organizational models are dependent upon an understanding of the social system and
internal environments. Commonality among all models is identified in their ability to
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conceptualize a group of relationships that can be observed and evaluated. Theoretical
models will allow program developers to design interventions based on these
conceptualized determinants of behavioral change. Evaluators may then focus on the
indicators of change in completion of an impact or outcome evaluation. HIV Programs
will benefit from establishing these indicators during the planning stages. In addition,
an evaluation plan can be used to identify the means for testing the fit of the theoretical
model to the output data (Auerbach, DiVittis, & Mantell, 1997). The HIV/AIDS
Bureau expects its federal funded agencies to develop evaluation plans (Conviser &
Parham, 2002). The federal government is offering technical assistance and evaluation
supports to local health departments and community based AIDS service organizations.
A Comprehensive HIV Prevention Evaluation Framework was recommended by
researchers from the Centers for Disease Control and Prevention (CDC), Program
Evaluation Research Branch. The model was offered to national, state and local level
HIV service providers as a framework for evaluating their programs (Bartholow,
Buehler, Gilliam, Heitgerd, Renaud, Rugg, Swanson, Westover, & Wright-Deaguero,
1999). The evaluation branch spoke to an era of accountability that resulted from
expansion of the CDC’s approach to HIV prevention. Despite the maturation of
programs in the early decades, rigorous and systematic evaluation activities lagged
behind (Bartholow et al., 1999). A multitude of issues were identified as barriers to
effective evaluation including difficulty with sampling of the affected population which
mostly comprised disenfranchised groups, the influence of social stigmatization on
prevention efforts, and the rapid evolution of the epidemic.
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The comprehensive framework involves several components believed to have
utility in characterizing effective interventions and improving prevention programming.
The first component calls for “process evaluation activities that provide information to
CDC and grantees about where resource are being spent, the quality of prevention
programs, how well such programs are being designed and implemented, and if they are
reaching the people for whom they are intended” (Bartholow, Buehler, Gilliam,
Heitgerd, Renaud, Rugg, Swanson, Westover, & Wright-Deaguero, 1999, p. 4). Other
evaluation activities that comprise the framework requires outcome evaluations that
indicate if programs are working and impact evaluations that reveal whether or not the
overall preventive activities are having an impact on a given jurisdiction. The
framework also calls for activities to evaluate policy and economics. The information
gained will speak to the political and social effects of programs (Bartholow et al.,
1999). The cost and benefits will be revealed as well and may assist public health
officials in making informed decisions about future prevention strategies. The HIV
Program Evaluation Research Branch has also responded to the need for technical
assistance to state health departments and community based organizations to build their
evaluation capacity.
A qualitative study was conducted to generate a set of recommendations for
health educators and others who may provide technical assistance (TA) to community
based organizations (CBO’s). A trained project team of five interviewers from the
Research Triangle Institute sought to determine the types of evaluation technical
assistance needed, understand the past experiences of CBO’s with evaluation technical
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assistance, and elicit ideas for optimal delivery of the technical assistance (Gibbs, Jolly,
Napp, Uhl, & Westover, 2003). A total of 8 geographically diverse metropolitan areas
were selected for participation in the study. The technical assistance providers were
selected from a list of national providers contracted through the CDC. Qualitative
analysis cited assistance in developing evaluation tools and data analysis as the most
common need among the community based organizations. The most preferred TA
providers were those having practical experience, accessibility, cultural competence,
communication and collaboration skills (Gibbs et al., 2003). Critical elements of an
ideal TA system were adequate funding and program specific TA. The findings
indicate that technical assistance can play a critical role in the provision of HIV services
and assist CBO’s in evaluating their preventive programs.
Building evaluation capacity for HIV prevention programs was conceptually
explored to describe the developmental process for evaluation activities and to discuss
the evaluation resources provided by the CDC. The Evaluation Pyramid was identified
as an effective developmental process for building evaluation capacity. The pyramid
comprises the types of evaluation activities and the function of each to support
improvement of interventions (Barrington, Davis, Gilliam, Lacson, Phoenix, & Uhl,
2003). The model begins with Community Planning which entails prioritization of a
comprehensive plan. It is followed by Intervention Planning to set forth the goals and
expectations of program activities. Process Monitoring is the third activity and it
requires documenting the implementation of activities to allow for Process Evaluation
to assess whether the intervention was provided as intended. Outcome Monitoring
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is then conducted to track the progress of clients or a program towards the outcome
evaluation assesses the intervention’s efficacy in producing the desired skill or
behavioral result within the identified population. The impact evaluation ascertains the
cumulative effect of the intervention as evidenced by HIV activities within the
jurisdiction (Barrington et al., 2003). The evaluation pyramid is a useful tool to assist
in building evaluation capacity, as intentional work must constantly be conducted to
create and sustain organizational processes that allow for quality evaluation. Some
community based organizations have experience in evaluating their own programs,
while others are at the basic level, requiring the expertise technical assistance and
professional evaluation.
The evaluation of an AIDS Service Organization in New Orleans illustrates the
reliance on professionals. A team of evaluators were approached by the ASO to
analyze program data. The evaluators outlined the rationale behind such requests.
Community based organizations are required by Titles I and II of the Ryan White Act
to evaluate their programs (Burrage & Porche, 2003). The Health Services Resource
Administration is interested in to what extent vulnerable populations are being served
with respect to primary care and supportive services to increase clinical participation.
Other justification was asserted for program evaluation including information to
legislators that demonstrate successful outcomes as required by policy, output data to
guide program direction, and to determine the link between community health
improvement and programs. The evaluators postulated that at risk groups would
constitute a vulnerable population, with their vulnerability impacting access to care.
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Survey among 121 clientenle revealed a majority client base of Caucasian males
between the ages 20-45. They indicated a high level of satisfaction with the AIDS
Service Organization and described their quality of life as good or very well. However,
the methodology and findings of this program evaluation supports the case for building
evaluation capacity, as the utility of the evaluation was compromised by the
organization’s lack of a clearly defined developmental framework to guide the
procedures and outcome measures. It appears as if the evaluators formulated their own
goals and purpose for analysis of aimless data given to them by the AIDS Service
Organization.
Effective implementation of evaluative techniques within agencies was
indicated in two studies. The first study evaluated an innovative program to address the
health and social needs of drug-using women. The purpose was to examine the medical
and social service needs of the women and examine the impact of an interactive, street-
based case management intervention (Blankenship, Khoshnood, Selwyn, & Thompson,
1998). Baseline interviews were conducted to determine perceived needs and the
extent of HIV risk behaviors. The participants were then offered the interactive case
management services (ICM). Follow up after a six month period of services provided
extensive results regarding the impact of services on 111 participants. The interactive
case management recipients were more likely to have their unmet need for a number of
items addressed including housing, counseling, outpatient drug treatment and basic
needs (Blankenship, Khoshnood, Selwyn, & Thompson, 1998). This program benefited
from clearly defining its purpose in the planning stage and collecting baseline data as a
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means of comparative analysis with the output data. HIV Programs will need to
develop effective methods for data collection to serve their evaluative goals.
Another program evaluation conducted within an agency was part of an
outcome evaluation for the PhiladelphiaWomen and Infants Demonstration Project.
The evaluation examined the predictors of exposure to print media and community
outreach; it also assessed the relationship between exposure to the interventions and
condom use. A quasi-experimental design was used to survey 479 randomly selected
women from the intervention community within a two year period (Bond, Derby,
Lauby, Lavelle, & Walls, 1998). The interventions consisted of print media in the form
of role model stories distributed through flyers, pamphlets, and posters. Outreach
workers were used to deliver counseling messages and print media with a corps of
community volunteers to distribute role model stories and condoms. Results from three
waves of surveys revealed that print media reached the largest number of women and
that those at risk had greater exposure to outreach. Exposure to print media had an
effect on increased communication about condom use with the woman’s main partner
(Bond et al., 1998). However, this communication was not significantly related to
condom use the last time they engaged in sex. The women who were in substance
abuse treatment were more likely to be exposed to print materials and the women who
engaged in specific risk behaviors were more likely to be exposed to community
outreach (Bond et al., 998). The findings of this outcome evaluation provide
informative results that will guide the project in its development of future interventions.
The output data revealed target groups within the community. Perhaps, the program
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might benefit from modifying its inputs to ensure optimal impact on all groups. The
utility of the outcome evaluations allowed for identification of a possible defect in the
intervention.
Social Support and Stressors among the HIV/AIDS Affected
The social environment of persons living with HIV/AIDS often declines due to
negative social networks and inadequate support, which adversely affects stress and
coping. The social constraint of stigmatization experienced by HIV positive persons
are believed to have substantial impact (Fife & Wright, 2000). The HIV patients are
often viewed negatively due to deviant behaviors (prostitution, homosexuality,
intravenous drug use, etc.) that society correlates with increased risk and a person’s
exposure to HIV. The role of social support deserves attention when establishing the
need for evaluation of the psychosocial stabilization among an infected population. As
conveyed in Chapter 1, clinical disease management is influenced by psychosocial
functioning. The impact of stressful life events, depressive symptoms, social supports,
coping, and cortisol levels were examined on progression to HIV disease in a sample of
82 homosexual males from a rural area (Gaynes, Goldem, Lesserman, & Petitto, 2000).
The study was longitudinal, with evaluation occurring of each participant at the six
month intervals during a 7 year period. The impact of stress, depression, social support
and coping was measured using rating scales. Cortisol levels were measured and HIV
stage was diagnosed at each visit. Results revealed all suspected psychosocial variables
to be significantly associated with progression to HIV disease.
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The impact of illness related supports and negative network interactions was
ascertained from a sample of gay and bisexual men comprising equal representation of
three ethnic groups (African American, Caucasian, Puerto Rican). The researchers
inquired about the degree to which members of the social network engaged in negative
behaviors towards the men (Karus, Ravels, & Siegel, 1997). Depression was measured
using a rating scale. Descriptive analysis revealed that 62% of the men perceived the
availability of illness related support; however, 42% reported experiencing at least five
types of negative illness-related interaction from their social networks.
The findings suggest that although the HIV infected are experiencing negative
interactions, they perceive the availability of social supports. The coping strategies
used to counter social stressors faced by the HIV infected was revealed in a study of
105 homosexual male volunteers (Evans, Leserman, & Perkins, 1992). Comparison
groups were used to determine the role of social support. Results revealed that
participants coped with the threat of AIDS by possessing the following: (a) Adopting
the fighting spirit, reframing stress, planning a course of action, and seeking social
support; (b) More helpless coping, less fighting spirit, and less personal growth was
related to dysphoria and poor self-esteem — denial related to more depression, anger
and helpless coping; (c) Satisfaction w/ social support networks and the AIDS
community were related to more healthy coping. The findings suggest that health
professionals should encourage more adaptive coping strategies, help patients use
existing sources of positive social support, and assist them in finding community
support networks.
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The significance of coping and positive social interactions has been indicated in
a number of studies. Social relationships themselves are often used for coping in that
people are able to discuss stressful events, make sense of them, and gain control over
emotional response (Lutgendorf, Stapleton, & Ullrich, 2002). Lutgendorf et al. studied
the association among mental health, sexual orientation, and social constraints on HIV
patients. Measures of depression, stress, and neuroticism were administered to 121
patients (90% Caucasian) treated between 1996 and 1998 at a tertiary health center that
served a nonmetropolitan area. The researchers hypothesized that social constraints
would serve as an important factor in the experience ofHIV positive gay men in the
nonmetropolitan areas. The study found that gay men in nonmetropolitan areas were
more likely to experience depression and social constraints related to HIV due to fewer
community resources and greater social stigma.
The effect of stigma was further examined by Fife and Wright (2000) in their
research on a comparison of its impact on the self between HIV and Cancer patients.
Fife et al. asserted previous research that identified stigma as the single most
psychosocial issue for HIV/AIDS infected persons and its association with blaming the
victim. They hypothesized that individual perception of stigma would differ according
to illness type, with HIV/AIDS resulting in more stigma. Data was collected from
various sites in a large Midwestern state. A total of 76 cancer patients and a total of
130 HIV/AIDS patients participated. Measures were given on stigma, self, and
personal control. Analysis revealed significantly higher means for HIV patients on all
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stigma domains: (a) social rejection, (b) financial insecurity, (c) internalized shame,
and (d) social isolation.
Luorksy and Sankar (2003) developed a community-based study in Detroit as
part of the RyanWhite Act CARE to assess the unmet needs ofHIV patients. Nine
focus groups were established to elicit information from 52 HIV positive participants.
A variety of clients from the community participated. Group sessions occurred in
community settings including churches, shelters, etc. Content and theme analysis
revealed six domains as perceived needs of those living with HIV. Included were (a)
coping with HIV, (b) social consequences, (c) making sense of being HIV positive, (d)
health and nonhealth related needs, and (e) HIV risk.
Collective findings of the above mentioned research involving social support
and stressors contribute to the need for delivery of psychosocial services to the affected
population. Homosexual males were consistently used as sampling groups. The
demographics of HIV veteran patients indicate homosexuality as the culminating factor
for disease transmission. The Veteran Medical facilities are increasingly using
community based organizations to augment clinical services to these patients through
provision of ancillary services. As indicated, HIV infected males are encountering
negative social network interactions but are able to cope if the necessary supports are in
place. The client services component of the Atlanta VAMC HIV Program is essential
to meeting this need.
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Psychological Issues among the HIV/AIDS Affected
The mental health of persons living with HIV/AIIDS has a place in the context
of a discussion regarding the issue of psychosocial stabilization. Depression among
other psychological illnesses has impacted HIV disease progression and treatment. The
literature also indicates a reverse relationship in that HIV disease progression alone
increases depressive symptomatology. One such study examined whether the rates of
depressive symptoms changed from early-to late stage HIV infection (Bing, Dew,
Guccione, Hoover, Lyketsos, Treisman, & Wesch, 1996). The predictors of depressive
symptoms as AIDS develops were also determined. A total of 911 homosexual males
were evaluated as part of the Multicenter AIDS Cohort Study. A case subject group
and control group were established based on the results from a depression rating scale.
The study was longitudinal, with the increase in forms of depression as AIDS
developed determined by plotting depression and disease related variables 5 years prior
to an AIDS diagnosis and 2 years afterwards. Analysis of outcome measures revealed
that depressive symptoms were stable over time from month 60 to month 18 before
AIDS developed (Bing, 1996). However 12-18 months before AIDS diagnosis, there
was a significant rise in all measures of depression. Predictors of increased rates of
depression as disease developed was indicative of an elevated score on the depression
rating scale, a self-report of AIDS related symptoms, concurrent unemployment,
smoking, and limited social supports (Bing et al., 1996).
Depressive and anxiety disorders were examined by Gettes, Have, Morrison,
and Petitto (2002) among a cohort of HIV infected women in comparison to an
26
uninfected group of women (n = 155). Depression and anxiety were assessed using the
Structured Interview for DSMIV symptoms and by the Hamilton rating scales for
depression and anxiety. Results indicated that rates of major depressive disorders were
four times higher in the HIV positive women; the mean score on the rating scale was
significantly higher (Gettes et al., 2002). There was no significant difference in anxiety
disorders between groups; however, the HIV positive women experienced more anxiety
symptoms than did the HIV negative women. The relationship of somatic symptoms
to depression and indicators of HIV was investigated by Baum, Leserman, Perkins, and
Stem (1995). They hypothesized that the level of fatigue and insomnia experienced by
asymptomatic HIV infected subjects at baseline and over a 6 month period would be
associated with severity of depressive mood. A total of 169 homosexual men were
sampled. Follow up data from 82 infected and 64 uninfected participants revealed that
severity of depressive symptoms was significantly related to level of fatigue and
insomnia. Self reports of dysphoric mood were significantly related to the somatic
symptoms. The findings of these studies speak to the need for adequate clinical
management with attention to the emotional needs by means of referral for
psychological treatment. HIV physicians must acknowledge the patient’s depression
whether or not it is independent ofHIV disease stage. Researchers recommend that
clinicians view depression as a psychopathological condition within the HIV infected
population and not blame the patient for the effect his mood disorder is possibly having
on HIV disease progression (Fisherman & Perry, 1993).
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As the awareness of mental illness among the HIV infected becomes evident,
mental health professionals will need to develop effective treatment methods to combat
the situation of emotional disordered patients. An experimental study to assess the
differential benefits of treatment modalities was conducted on a sample of depressed
HIV positive patients. The treatment modalities included interpersonal therapy and
supportive therapy. It was hypothesized that the patients would improve in both
conditions but the interpersonal therapy would yield greater improvement (Clougherty,
Kleman, Markowitz, & Spielman, 1995). Baseline assessment indicated equivalency
between the groups regarding depressive symptoms, risk status, and physical health.
As expected, both conditions resulted in improvements at the final observation, but
significant differences occurred between groups. Participants in the interpersonal group
rated lower on measures of depression and their physical health symptoms also
improved (Clougherty et al., 1995). Mental health professionals are also exploring a
multidisciplinary approach to treating psychologically disordered HIV/AIDS patients.
The case study of a 41 year HIV infected female treated by the John Hopkins
HIV Clinic illustrates this approach (Angelino, Hutton, & Treisman, 2001). The patient
was referred to the hospital’s AIDS Psychiatry Service for possible depression. She
was currently under treatment for polysubstance abuse and had a number of other
health diseases including a pulmonary disorder and bacterial infection. The patient had
been previously treated while in prison and by community mental health but reported
that none of the treatment helped (Angelino et al., 2001). Upon clinical evaluation by
the AIDS psychiatric unit, a diagnosis of Major Depression, possible Attention Deficit
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Hyperactivity disorder, and a Personality disorder (mixed antisocial and borderline
traits) was determined. She was prescribed an antidepressant which proved to be
effective in decreasing irritability and improving sleep; however, the patient relapsed
after one year and discontinued treatment.
Readmission to John Hopkins Hospital occurred three years later due to a third
episode of bacterial endcarditis, with toxicology indicative of opiate and cocaine use
(Angelino et al., 2001). The attending psychiatrist proposed a multidisciplinary
approach to treating this complex patient. The group including infectious disease and
psychiatry united in offering two clear choices to the noncompliant, unstable patient.
She declined the involuntary psychiatric ward and elected to complete her treatment on
the medical unit. The patient was restarted on medication and provided methadone
treatment (Angelino et al., 2001). She was discharged after 5 weeks of inpatient
treatment. The multidisciplinary approach promoted a favorable prognosis, as the
psychiatric professionals continued with medication management and supportive
therapy. The laboratory monitored serum levels for compliance with the antidepressant
and abstinence from substance abuse.
Antidepressants and other psychotropic medications have clearly benefited
mentally ill, HIV/AIDS infected persons. Patients from the HIV Cost and Services
Utilization Study were interviewed to determine the prevalence and pattern of use of
psychotropic medications among the HIV infected in the United States (Bing,
Beckman, Bumam, Shapiro, & Vitiello, 2003). Findings revealed antidepressant as the
most commonly prescribed class of psychotropic medications (21%). Following the
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antidepressants were anxiolytics (17%), antipsychotics (4.7%), and psychostimulants
(3%). Almost half of those who reported depressive symptoms were being treated;
however, psychiatric comorbidity was associated with greater use of psychotropic
medication (Bing et al., 2003). The use of psychotropic medication was significantly
lower among HIV infected African Americans, with utilization of psychosocial
supports (i.e, case management, counseling, support groups, etc.) being greater.
Psychosocial supports were believed to promote the functioning of one-half participants
who suffered from depression but did not receive medication. The Health Services and
Resource Administration acknowledges the importance of psychosocial supports in
treating persons living with HIV/AEDS. Provisions for these supports have been made
under the RyanWhite CARE Act through integration of ancillary services in the system
of care to serve the infected population.
The RyanWhite CARE Act and Ancillary Services
Authorization of the RyanWhite Comprehensive AIDS Resources Emergency
Act was preceded by a decade of limited healthcare and supportive services to the HIV
infected. Individuals relied on private insurance plans of which either precluded
coverage ofHIV related services or required additional costs that were expensive
(Conviser & Parham, 2002). Although public insurance was available under Medicare
and Medicaid, most programs did not provide for prescriptions. In addition, the
eligibility for Medicaid varied from state to state. Only five states provided Medicaid
coverage to those living w/ HIV/AIDS. The federal government offered programs in
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community and migrant health centers and programs to provide HIV care; however,
more services became necessary as the epidemic grew. The U.S. was slow to respond
to HIV healthcare needs as indicated during the 1980’s when the epidemic emerged. In
addition to community health centers another service was added in the late 1980’s,
Community Demonstration Projects. Under these projects, HIV counseling, testing,
and treatment was provided and offered in three of the most high incidence areas
(Conviser & Parham, 2002). These projects would later be replaced by the Early
Intervention Programs under Title III. During the 1980’s little clinical treatment was
available. As a result, supportive services including housing, food, and transportation
became the focus.
The Ryan White CARE Act was authorized by congress in 1990 for a five year
period. It encompassed four titles outlined to respond to both the direction of the
epidemic and the pressures posed by advocacy groups. The latest reauthorization in
2000, maintains the four titles with specificity to distribution of funds, services to be
provided, and direction for implementation. Title I provides for assistance to eligible
metropolitan areas (EMA’s) that are most severely affected by the epidemic. A total of
51 EMA’s are currently funded in the United States and its territories. The funds
provided in these metropolitan areas are to be used for establishment of a continuum of
services (i.e., outpatient, substance abuse, mental health, case management, etc.) for
people living with the infection (HIV/AIDS Bureau, 2003). Title II of Ryan White
provides grants to all fifty states and U.S. territories; it also funds the AIDS Drug
Assistance Program. Various services may be delivered under Title II including home-
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based health care, insurance coverage, outreach, early intervention, and supportive
services. Title III funds the establishment of early intervention programs in clinical
settings within the community and homeless centers. Services under this title include
preventive health activities such as risk reduction counseling, HIV antibody testing,
medical evaluation, and clinical care. Case Management is authorized to ensure access
to services and promote continuity of care (HIV/AIDS Bureau, 2003). Title IV of the
act addresses services specifically to women, infants, children, and youth living with
HIV. The activities include primary care and specialty medical care, psychosocial
services, outreach, and case management. This title also enhances access to research to
drive effective clinical treatments to this population (HIV/AIDS Bureau, 2003).
Research indicates that Ryan White CARE implementation has provided for a
continuum of care to people living with HIV/AIDS and that the services are meeting
their needs. A 2001-2002 survey of the eligible metropolitan areas examined the extent
to which Title I was adequately serving the populations. The findings revealed that
minorities are the major beneficiaries of Ryan White funds, as African Americans
comprised 40% for approximately one-half of the EMA’s and Hispanics comprised
30% for approximately one-quarter of the EMA’s (Buchanan, 2002). Regarding
medical eligibility criteria, most EMA’s reported the only requirement as being HIV
positive. Some EMA’s required financial eligibility, however, income criteria was at
least twice the federal poverty level. At least 15 EMA’s reported charging client fees
based on a sliding scale. At least 15 EMA’s utilized waiting lists, with waits varying
from 5 days to 18 months. Most Title I funds were allocated to health care services and
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planning councils gave priority to primary care, with medication being at the top.
Those difficult to serve groups included substance abuses, mentally ill, homeless, black
males who have sex with males, Hispanics and Spanish speaking people, Hatians,
migrants, and those recently released from incarceration (Buchanan, 2002).
The implementation of RyanWhite Services is further illustrated in a study on
provision of ancillary services. The role of ancillary services in a client centered
system of care was reviewed by Conviser and Pounds (2002) through health care
service systems at five sites in the U.S. The Ryan White CARE Act provides for these
ancillary services with the realization that “people may require services to stabilize their
living situations and to facilitate their use of health car services” (Convser and Pounds,
2002, p. 120). The services are meant to work hand-in-hand with HIV clinical
interventions to promote adequate use of treatment regimens. The client centered
system of care established by Ryan White is driven by a holistic approach to healthcare.
Conviser and Pounds’s (2002) review of the health care systems found ancillary
services to be positively associated with entry into primary care and retention in care at
all five sites. The ancillary services included case management, mental health,
substance abuse treatment, transportation, and housing assistance. Results from the
Fenway Community Health Center in Boston revealed statistically significant
relationships between retention in primary care and ancillary services (Bradford, Lo, &
MacGovem, 2002). The data was based on a period of 24 months with an average of 7
visits a year. Case management was found to be the most commonly used ancillary
service followed by mental health. The findings of this study have implications for
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HIV program planning and underscore the need for a client services component led by
effective case management.
Limitations of the Literature
The literature offers a thorough body of knowledge to inform this evaluation, as
it begins with an analysis of the social problem HIV/AIDS in relation to the defined
population, U.S. veterans. This analysis offers characteristics of the epidemic as it
impacts the veteran population, which serves to outline the issues specific to this group.
Adequate research methodologies are employed when selecting the sample and
measuring the variables. The Veteran Cohort Study, a longitudinal project, provided a
credible sample of participants for use in a number of studies within the literature on
infected veterans. The case for HIV program evaluation is properly delineated through
use of conceptual articles regarding the importance of a theoretical framework and
building evaluation capacity. The literature explains several frameworks and offers a
comprehensive model to state and local HIV service providers. The utility of
evaluation is further conveyed through presentation of empirical articles that employ
evaluative techniques (i.e., data collection, outcome measures) to established programs.
The strength of those articles is evident in their ability to apply practical methods in
accomplishing an evaluation.
The significance of psychosocial factors including social supports, life stressors,
coping, mental health, and psychological treatment is stated through various empirical
studies. These studies are conducted using rigorous research as indicated by a control
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study and numerous longitudinal projects. In addition, the repetitious investigation of
variables such as depression allows the research community to draw refined
conclusions that permits recommendations to HIV clinical providers for application in
practice. Presentation of the RyanWhite CARE Act has a purpose in outlining the
requirements for providing psychosocial services and supports the rationale for
evaluation of an HIV program. The act speaks to a system of care that encompasses
medical and ancillary services. Empirical studies are used to demonstrate the benefits
of such system of care. The studies are strengthened by their inclusion of various
geographic areas, allowing results to be generalized to a number of metropolitan areas
and health care systems.
The literature review is limited in various respects. The studies regarding
HIV/AIDS within the veteran population was limited by their inability to speak to the
psychosocial factors, as the investigations were largely focused on clinical issues (i.e.,
physical health, disease progression, etc.). The methods were limited in that studies
were mostly cross-sectional and relied upon convenience samples. For example, one
investigation obtained its sample by approaching all veteran patients who visited the
hospital during an hour designated each day by the researchers. Evaluation literature
was limited by its inability to incorporate assessment of psychosocial variables. The
frameworks targeted HIV prevention and interventions that failed to include concepts
for evaluation of ancillary supports such as housing and psychiatric medication
treatment. Although a valuable body of knowledge existed in respect to the
psychosocial variables, the studies concentrated on homosexual males, which
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compromises external validity in that the findings are not applicable to other vulnerable
groups. The construct validity of the investigation on Ryan White services in the
metropolitan areas is threatened by the decision to survey the planning councils and not
the beneficiaries. The beneficiaries may disagree with the finding that their needs are
being met.
Conceptual Framework: The Biopsychosocial Model
The Biopsychosocial Model will serve as the conceptual framework for this
study. This holistic model is widely used within the social work profession and by the
public health community to assess the client (i.e., individual, group, community,
population) and plan a suitable intervention. The biopsychosocial model gained
momentum during the mid 20th century due to the work of psychiatrist, George Engel.
Engel proposed the model during an era in which science was evolving from
reductionistic to contextual and interdisciplinary (Borrell, Epstein, & Suchman, 2004).
The biopsychosocial model was presented as a holistic alternative to the dominating
biomedical model endorsed by the medical profession. The biopsychosocial model
integrates the patient and his condition as a person in situation. The model views
psychosocial variables as the more important determinants of susceptibility to and
course of an illness. These psychosocial factors largely determine the success of
biomedical treatments (Borrell et al., 2004). The mere diagnosis and presence of
disease does not account for the subjective nature of the human experience with illness
(Green & Roberts, 2002). The biopsychosocial model makes this distinction and is
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sometimes referred to as mind and body. The model comprises three essential
components that permit a holistic understanding of the client. These include the
biological, psychological and social systems. These components are crucial to
accomplishing a thorough assessment in the social work profession (Mclnnis- Dittrich,
2002). The biological entity is concerned with physical health including type and
severity of illness, biological changes, physiological impairments, etc. An
understanding of the biology will guide the degree of intervention whether it is medical
or social. The psychological component provides attention to mental and behavioral
factors such as cognition, emotion, personality, abnormal behavior, intelligence, etc.
Finally, the social dimension encompasses elements such as lifestyle, social supports,
coping skills, and ability to perform activities of daily living. Accurate assessment of
all components will allow for appropriate treatment interventions in response to the
presence of dysfunction.
The U.S. Department of Health and Human Services has adopted a holistic
approach to serving those living with HIV/AIDS. In their review of ancillary services
to people living with HIV/AIDS, Conviser and Pounds (2002) reflect on this holistic
model implemented through the Ryan White CARE Act to offer supportive services to
the HIV/AIDS affected. The department conveys the importance of responding to the
person in situation as indicated through provisions under this act discussed in Chapter
2. A holistic response to care is being practiced by the ADDS Service Organizations
within the institutions they serve including the Veterans Health Administration.
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The person in situation articulated through the biopsychosocial model and its
components is relative to the condition ofHIV infected veterans. From a biological
perspective, the veteran can be understood in terms of the current HIV disease stage
and its severity. Participation in primary care treatment and adherence to the prescribed
treatment will have implications. However, the psychological and social components
will ultimately dictate success, according to the model (Borrell, Epstein, & Suchman,
2004). The psychological well-being of the infected veteran speaks to his emotional
state as characterized by feelings of depression, anxiety, anger etc related to the illness.
The veteran’s behavioral response may also be indicative as exhibited through stress,
social withdrawal, etc. Finally, the veteran’s social functioning is measurable through
indicators such as the ability to meet his basic needs (i.e., housing, food, income), social
support systems, and adaptive functioning including the ability to adjust to illness.
The evaluation of Atlanta VAMC, HIV Program integrates the three
components of the biopsychosocial as specified by the indicators. Figure 1 illustrates
the model in application to the evaluation. Each component is operationalized to reflect
the impact believed to be sustained by the infected veteran. The operational definition
also emphasizes participation in treatment or intervention, which largely determines
psychosocial stabilization. The stabilization is measurable through the indicators
documented in the social service record on each veteran. The next chapter provides
more detail regarding the measure and the procedures used to evaluate the program.
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Conceptual Framework: Biopsychosocial Model
Component Operational Definition Indicators
Biological Physical health as evidenced by






Psychological Mental health as evidenced by
emotional well-being, behavior




substance abuse group, etc.
Social Social functioning as evidenced by
maintenance of basic needs,
coping skills, and support systems
Attainment of service need




Figure 1. Outlines the Biopsychosocial Model as it relates to the evaluation
Proposed Evaluation
The proposed evaluation examines the extent to which the Atlanta VAMC, HIV
Program stabilizes the psychosocial functioning of its infected veteran patients through
provision of ancillary services by means of case management. The ancillary services
are authorized by the RyanWhite CARE act as part of a comprehensive system of care
for HIV/AIDS infected persons. They serve to augment the clinical treatment, as is the
case at the Atlanta VAMC. Psychosocial stabilization in this evaluation is defined as
progress towards or achievement of the ancillary service within the calendar year 2004.
The progress is reflected through mitigation of the psychosocial challenge affecting the
person such as improved mental health due to counseling or psychotropic medication
39
management. Obtaining a tangible psychosocial support such as transportation or
housing indicate fulfillment of a service need. The primary evaluation question is
“Does the psychosocial supports provided by the Atlanta VAMC, HIV Program
stabilize the current functioning of the HIV/AIDS client? Figure 2 depicts the
biopsychosocial factors relative to the person in situation of HIV infected veterans. The
biopsychosocial model is appropriate for the proposed study in that the Infectious
Disease Clinic is based on the principles as evidenced by the composition of the unit
and its system of care.
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Logic Model of Psychosocial Stabilization
Level 2 Level 1
Figure 2. Logic Model of Psychosocial Stabilization illustrates the Biopsychosocial
components that are contributing factors to stabilization. Level two represents the
underlying issues associated with each Level one factor.
Summary
This program evaluation is grounded in a thorough literature review and
adequate conceptual framework. The literature review informs the evaluation of this
HIV Program through presentation and discussion of research relevant to the HIV
infected veteran population. The incorporation of various topics including HIV
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program evaluation, psychological issues, and Ryan White policy provide a
comprehensive review that permits exposure to the social problem and the significance
of evaluating an HIV program to veterans. Utilization of the biopsychosocial model
permits the integration of Ryan White policy, as evidenced by a holistic framework for
evaluating this program to HIV infected veterans. The model is complete with
biological factors, psychological issues, and social forces that impact psychosocial
stabilization. The methodology for conducting this evaluation is outlined in Chapter 3.
CHAPTER 3
METHODOLOGY
This chapter delineates the methodologies to be used in conducting this program
evaluation. The components including sample, measures, procedures, and statistical
analysis are explained. A summary follows to discuss the major methods.
Sample
The sample for this evaluation consist of 30 randomly selected HIV infected
veteran patients being followed by the Atlanta VAMC, Infectious Disease Clinic and
receiving psychosocial supports through the client services component. Characteristics
of the sample include its veteran label, which has implicit meaning in that the group is
homogenous, sharing similar background (i.e., military service) and having similar
access to care. Other distinguishing traits include a predominantly male client base
(98%), represented by the following ethnic groups in descending order: African
American, Caucasian, and Hispanic (Atlanta VAMC, 2004). The age range of the
clientele according to the program is 35-65 years old. The mode of transmission
largely defining the group is exposure to HIV through homosexual contact. Finally,
this sample comprises low income clients, with VA benefits as the only source of
healthcare insurance for the majority. Some veterans may have more access to care
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than others due to a disability rating granted by the Veterans Benefits Administration.
Those veterans awarded a service connection for HIV/AIDS, typically acquired the
infection during active duty service. The VA disability rating for HIV/AIDS is
assigned on a continuum of 0 to 100% based on disease severity as indicated by
symptomatology and CD4 count.
Measure
The Psychosocial Services Evaluation Tool is used as the primary tool to collect
data for this evaluation. The evaluation tool includes three sections: client profile
psychosocial service provision, and psychosocial stabilization. The levels of
measurement comprise nominal data such as gender, type of psychosocial service and
the dichotomous responses yes and no to assess stabilization. The source of data
primarily includes information gathered from the client’s social services record.
Assessment of psychosocial intervention is accomplished through operationalization of
the biopsychosocial components: biological, psychological, and social. The
Psychosocial Evaluation Tool encompasses three sections, (a) client profile, (b)
psychosocial intervention, and (c) psychosocial stabilization. Section III, Psychosocial
Stabilization comprise 11 content questions (Appendix D) posed as indicators to
examine the biopsychosocial components as they impact client stabilization.
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Design
The design for this evaluation is XO, with X representing the psychosocial
intervention and O representing the measure, Psychosocial Services Evaluation Tool.
The notation XO depicts the posttest only design, which is among the most basic types
of research designs. The design for this program evaluation is subject to a number of
internal validity threats. Internal validity relates to the amount of confidence that can
be claimed with the assertion that the psychosocial supports did indeed result in the
clients’ stabilization. Confounding variables such as change in policy or procedures
within the clinic are possible influences that impact psychosocial stabilization. Another
internal validity threat is maturation in that the passage of time permitted behavioral
change within the client that fostered stabilization without the help of intervention.
Procedures
The protocol for this evaluation was submitted to the Atlanta VA Research and
Development Committee and the Emory Institutional Review Board for review in
November 2004. Approval was granted by the VA committee and ERB in December
2004 and the evaluation began with data collected on site at the Atlanta VAMC. The
social worker was interviewed prior to data collection from the charts to ascertain the
purpose of client services, its objectives, and how the program is implemented. A
Program Overview Form (Appendix A) was used to conduct the interview. A site
approval letter (Appendix B) was provided to the Chief of Infectious Disease to permit
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the evaluation. A total of 30 HIV clients were selected from the client record system.
Upon selection, the client profile was ascertained and psychosocial service information
was obtained from the social service section of the record. The identity of clients was
kept anonymous, with assignment of a numeric code to represent individual case
reviews. The collected data was recorded on the Psychosocial Evaluation Tool
(Appendix D).
Statistical Analysis
The data compiled on all 30 clients was analyzed using Statistical Packages for
the Social Sciences (SPSS) and discussed to reveal sample characteristics. Descriptive
statistics including frequencies and percentages was displayed in a table to further
convey the demographic findings. A chi-square, test of association was used to analyze
the mean values produced from responses on the evaluation tool. The chi-square is
most relevant due to the nominal level of both the independent and dependent variable.
This test analyzed the association between categorical psychosocial interventions and
client stabilization impacting the functioning of the infected veteran. Results from the
outcome variable, psychosocial stabilization, was also be depicted through graphical
representation to visually illustrate specific psychosocial interventions provided.
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Summary
The major methodologies employed for evaluation of this HIV program were
outlined in this chapter. The sample comprised 30 randomly selected infected veteran
clients, a group that is equalized on a number of traits. The measure assessed
psychosocial stabilization through operationalization of the biopsychosocial framework.
The overarching posttest design of this evaluation allowed for an outcome examination
of the interventions. The procedures employed were cognizant of organizational
structure and utilized reputable data sources to gather the information essential to
accomplishing this evaluation. Finally, a plan for statistical analysis was delineated for
the purpose of translating the data into meaningful, quantitative results.
CHAPTER FOUR
RESULTS
The chapter presents the findings of this evaluation including demographics of
the veteran sample and analysis of psychosocial stabilization. The results are consistent
with the HIV Program goals in meeting the primary care and psychosocial needs of the
HIV infected veterans at the Atlanta VAMC. The sample reflects the characteristics of
clientele receiving services from the program. The overall mission of the Atlanta
VAMC succeeds in its emphasis on timely and compassionate healthcare that
contribute to the veteran’s well being and quality of life (Atlanta VA Medical Center,
2004). The Infectious Disease clinic is fulfilling its mission regarding linkage of clients
to case management services to support participation in primary care treatment.
Demographics
The demographics of the sample are representative of the population HIV
infected veterans served by the Atlanta VAMC, HIV Program. The sample comprised
83% African American male veterans followed by 13% white and 3% Hispanic. The
sample was 93% male with a mean age of 47. These characteristics correspond with
that of the overall population being served by the program. Other demographic
findings included religion, with 47% of the sample being Baptist. Regarding primary
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care and health insurance, 100% of the veterans utilized the infectious disease clinic as
their primary source for treatment. The majority, 63%, relied on VA health benefits to
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Note: Rating may be related to
conditions other than HIV/AIDS
Psychosocial Stabilization
This evaluation found that the outcome measure, psychosocial stabilization, is
being achieved through delivery of biopsychosocial interventions coordinated through
or provided by the VA HIV program. A total of 87% of the veteran clients attained
psychosocial stabilization within the calendar year 2004. This finding is supported by
87% documented progress towards an intervention or fulfilling a service need.
Inferential analysis utilized chi- square (X ) tests of association to reveal the association
between categorical interventions and stabilization as follows: (a) Mental Health
Intervention, X2 =2.36, df = 1, p > .20; (b) Basic Need Intervention, X2 = .084, df = 1, p
> .20; (c) Social Intervention, X , df= 1, P > .20. Although not significant, these
findings indicate an association in that the veterans did not obtain psychosocial
stabilization independent of the interventions. The psychosocial supports were
contributing factors.
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Mental health intervention produced the largest chi-square value in comparison
to the other categories. The strength of the association between mental health
intervention and stabilization is indicated by further analysis, which yielded a Lambda
value of .125, a moderate finding. The results regarding all three categorical
interventions provide evidence that a biopsychosocial approach was practiced by the
social worker in serving the HIV infected veterans. Biopsychosocial components are
reflected in the categorical interventions involving mental health, basic needs, and
social supports. Moreover, Statistical analysis between the biopsychosocial approach
and psychosocial stabilization produced a significant finding, X - 6.744, df = 1, p >
.01. This association is significant at a 99% confidence level.
Descriptive analysis revealed that the HIV Program is providing effective case
management as indicated by 100% intake assessment, 60% service planning, and 98%
multidisciplinary collaboration. This collaboration primarily occurred within the
infectious disease clinic between the social worker and physicians. It also occurred
within the VA Medical facility to coordinate services such as mental health counseling,
substance abuse treatment, VA benefits, etc. The VAMC was found to be the top
service provider to the infected veterans (see appendix). Figure 3 specifies the primary
psychosocial interventions provided to the 30 evaluation participants, while figure 4
illustrates the secondary interventions, also contributing to stabilization. The primary
interventions were those implemented to address the salient psychosocial concerns
resulting in substantial dysfunction of the client. The concerns were identified during
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the course social work intake assessment. The secondary interventions were provided
to foster the elimination of the dominant concern.
Summary
The findings of this evaluation revealed that the psychosocial services provided
by the Atlanta VAMC HIV program are stabilizing the functioning of its veteran
clients. This is indicated by descriptive and inferential statistical analysis. A plurality
of the sample was found to have achieved stabilization within the calendar year 2004.
This was supported by social work indicators in the client chart. The biopsychosocial
approach played an important role, as indicated by its significant association with
psychosocial stabilization.
Primary Psychosocial Interventions
Mental Case Housing Income Substance Support
Health Tx Management Assistance Abuse Tx Group
Type of Psychosocial Intervention
Figure 3. Reveals Case Management as the top primary intervention promoting
stabilization followed by substance abuse treatment and mental health treatment.
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Secondary Psychosocial Interventions
Type of Psychosocial Intervention




The outcome measure, psychosocial stabilization, is discussed in this chapter in
regards to the top interventions including case management, substance abuse treatment,
mental health services. Parallels are made between the significance of these
interventions in providing a comprehensive system of care to the HIV/AIDS affected
and the existing literature. The biopsychosocial model is reiterated as the overarching
conceptual framework that sustains the system of care. Limitations of the evaluation
are revealed.
The output data from this evaluation indicate case management as having the
single most impact on client stabilization. Case management was identified as a social
intervention, as it is an essential psychosocial service establishing accurate needs
assessment and implementing a service plan to deliver the interventions. This finding is
consistent with results from Bradford, Lo, and MacGovem’s (2002) research, which
found case management to be the most commonly used ancillary service. An
evaluation of the Atlanta VAMC HIV Program revealed case management to be critical
in linking the infected veterans to the necessary psychosocial supports. Client services
possessed a thorough knowledge of the available resources to veterans living with
HIV/AIDS. Referrals and, or direct contact was made with local providers to access the
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services and ensure adequate intervention for the client. Client services was also
effective in collaborating with the clinical component of the HIV program in helping
infectious disease staff recognize the practical and nonpractical expectations as they
relate to health.
Substance abuse treatment was identified as the second most intervention
provided in stabilizing the infected veterans. It was the primary source of intervention
for 23% of the clients. Substance abuse treatment was largely provided by the Atlanta
VAMC Substance Abuse and Treatment Program (SATP), a phase based outpatient
program. Participation in the VAMC SATP is indicative of homogeneity within the
group in respect to the choice to receive treatment among veteran peers. The finding
regarding substance abuse involvement speaks to probable coping strategies utilized by
the infected veterans. A large number of HIV/AIDS patients sampled during one study
reported an experience of negative illness-related interactions from their social
networks and the need for healthy coping (Karus, Ravels, & Siegel, 1997). Substance
abuse was illustrated in the case of an individual suffering from mental illness and HIV
infection (Angelino, Hutton, & Teisman, 2001). The individual exhibited substantial
mental disturbance. Psychotropic medication and a multidisciplinary approach were
effective in stabilizing.
The utility of a multidisciplinary approach is indicated in the findings of the
evaluation as evidenced by a significant relationship with psychosocial stabilization.
The multidisciplinary approach practiced by the Atlanta VAMC HIV program
encompassed care coordination between staff in the infectious disease unit, interface
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with VA medical center units including mental health, the substance abuse program,
VA benefits, etc, and collaboration with community AIDS service providers such as
HIV supportive housing agencies. The HIV social worker was well informed of AIDS
Service Organizations in the metropolitan Atlanta area and consistently displayed a
variety of social work roles including broker, advocate, consultant, counselor, etc.
Mental health was found to be the third most intervention delivered during the
course of psychosocial stabilization. The literature indicates that HIV infected veterans
experience increased levels of depression as disease severity progresses (Justice,
Kilboume, McGinnis, Rabeneck, Rodriguez-Barrados, Rollman, Schultz, Smola,
Weissman, & Whittle, 2002). Emotions associated with the depression may include
anger and anxiety. Typical behavioral symptoms comprise social withdrawal, which is
exacerbated in that the infected veteran anticipates stigmatization and blame related to
his HIV status. Fife and Wright (2000) found measures of stigma including
internalized shame and social rejection to be significantly high among the HIV infected.
The literature regarding mental health interventions for persons living with HIV/AIDS
parallels those being implemented by the Atlanta VAMC HIV Program.
The HIV Program is providing the recommended interventions including
counseling, support groups, and psychotropic medication. A study regarding the role of
social support found satisfaction with social support networks to be relative to healthy
coping (Evans, Leserman, & Perkins, 1992). A control study demonstrated the benefits
of supportive and interpersonal therapy (Clougherty, Kleman, Markowitz, & Spielman,
1995). The treatment modalities can be combined with pharmacotherapy. Analysis of
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data from the HIV Cost and Utilization Study revealed the utility of pharmacotherapy
in treating the mental health of HIV/AIDS patients (Bing, Beckman, Burnham, Shapiro,
and Vitiello, 2003). Antidepressants were the most commonly prescribed medication,
as was the case in the evaluation of clients served by the Atlanta VAMC HIV Program.
The evaluation findings support the integration of a biopsychosocial framework
in serving the clients, as garnered by a holistic approach to care provided by Ryan
White policy. Title II of Ryan White asserts the requirement for supportive services to
persons living with HIV/AIDS, while Title III specifies case management to ensure
access to resources and continuity of care (HIV/AIDS Bureau, 2003). The Atlanta
VAMC HIV Program is clearly practicing a holistic approach, as indicated by
psychosocial interventions through a system of ancillary services. The biological
component is being addressed through client participation in primary care activities.
Psychological dysfunction is being treated by mental health services, which comprises
counseling, pharmacotherapy, support groups, substance abuse treatment, etc. The
veterans’ social functioning is fostered through ongoing case management to ensure




Figure 5. The biopsychosoical interventions are building blocks towards stabilization
Limitations of the Evaluation
This evaluation was subject to several limitations that involve the existing body
of knowledge and the methodologies employed. The lack of a comprehensive literature
as to how the epidemic has impacted the infected veteran population precluded a well
informed view when assessing the problem regarding psychosocial stabilization. The
published literature on HIV infected veterans did not include a diverse investigation of
the problem, as the studies largely focused on clinical disease issues, which has a small
role when evaluating the psychosocial variables.
The methodology for this evaluation was limited in regards to design,
measurement, and statistical analysis. The posttest (XO) design is not the most
rigorous among research, which threatens the strength of the relationship between
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variables in that experimental and control groups were not used (Weinbach & Yegidis,
2002). The experimental design would have permitted group comparison to investigate
a causal relationship between psychosocial intervention and client stabilization. An
appropriate control group would have been those veterans enrolled in the HIV program
but not receiving client services. The reliability of the measure was threatened due to
lack of standardization; however, reliability was addressed by including several items
relative to the outcome measure. The measure was developed by the evaluator for the
purpose of the assessment and not tested on other VAMC, HIV Programs. The validity
of this evaluation is also limited by the statistical power and robustness of the chi-
square test, as it analyzes an association between variables, which minimizes the
relationship
Summary
The conclusions reiterate findings relative to the outcome measure, psychosocial
stabilization. The Atlanta VAMC HIV Program, client services is meeting the needs of
infected veterans. The access to case management and implementation of psychosocial
supports does mitigate or eliminate the challenges surfacing in the client’s social
environment. The specified interventions including case management, substance, abuse
and mental health were among the top services related to stabilization. Furthermore, a
multidisciplinary approach and application of a biopsychosocial model fostered a
holistic system of care for the veterans.
CHAPTER SIX
IMPLICATIONS FOR SOCIAL WORK PRACTICE
This chapter conveys the implications that this evaluation will have for those
who practice social work, in particular, HIV services to veterans. First and foremost,
the practitioner will need to acknowledge the infected veteran population as a distinct
group sharing the idiosyncrasies and subculture characterized by a military experience.
This distinction does impact service provision, as the veterans have a stronger attitude
and perception regarding their entitlement to services. The veterans will also most
likely elect to receive services offered within the VAMC. The demographics of the
sampled clientele suggest that the social worker are to expect a predominantly African
American and male client base who utilizes the VA as their primary source of medical
care.
Regarding provision of the psychosocial interventions and case management, it
will be paramount that social workers conduct an adequate intake assessment to
ascertain the need. Once a service plan is developed and providers are accessed, the
social worker will need to monitor progress and collaborate with the service provider to
enhance the client’s functioning and move towards self-sufficiency. Systems of case
management have proven beneficial to the HIV infected participation in primary care
(Rice & Willinger, 2003). HIV social workers have a responsibility as an advocate for
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their clients such as negotiating medication trials. As a consultant, the social worker
will need to provide feedback and education to clients regarding concerns with
medication. The social worker may find himself assuming the role of liaison in
addressing the clinical and administrative staff to ensure holistic treatment and health
insurance to infected persons.
A final implication of this evaluation is the need for review and outcome
assessment to determine the effectiveness of the psychosocial intervention in case
management. Evaluation of case management outcomes will allow for quality
improvement regarding interventions and identify training needs to improve client
services within HIV agencies. As evidenced by this evaluation, the social worker will
need to examine program inputs, processes, policy and other components that impact
the outcome measure. HIV social workers choose from a variety of indicators to
measure outcomes. They include but are not limited to the psychosocial interventions,
client progress, the case management process, etc. Evaluation of practice has
importance in demonstrating the efficacy of social work interventions. Social workers
must evaluate practice at the process and outcome level (Rice & Willinger, 2003). The
process evaluation will permit the examination of components involved such as
biopsychosocial assessment and service planning, while the outcome evaluation will




The implications for social work practice as indicated by this evaluation,
demands an informed practitioner having special knowledge regarding HIV/AIDS
clientele and the standards for HIV case management. The practitioner must be
prepared to work with out groups such as homosexuals and substance abusers. The
HIV social worker will need to adhere to the biopsychosocial model of assessment and
evaluate the effectiveness of the intervention. Essential social work roles such as
consultant and liaison must be assumed when needed to maintain the client’s progress
and enhance psychosocial functioning.
APPENDIX A
SITE APPROVAL LETTER
To: Atlanta VAMC, Infectious Disease Clinic, HIV Program
From: Tosha Ellis, Social Work Intern, Atlanta VAMC
Subject: Site Approval
We, , give Tosha Ellis,
Social Work Intern, permission to conduct an evaluation of our HIV client services
program for sole purpose of completing the degree requirement for the Masters of
Social Work at Clark Atlanta University. It is understood that Tosha Ellis will review
the necessary records to help her fulfill these requirements.

































TYPE OF HEALTH INSURANCE:
SOUREC OF PRIMARY MEDICAL CARE:
VA SERVICE CONNECTION: DISABILITY RATING:
SECTION II: PSYCHOSOCIAL SERVICE PROVISION











SECTION III: PSYCHOSOCIAL STABILIZATION
SPSS Code Indicator Response
INTASSES 1. Intake assessment of client o l-YES
o 2-NO
o 3-NAP
SPLAN 2. Evidence of a client service plan o 1-YES
o 2-NO
o 3-NAP
EVIDPRIM 3. Evidence of primary care treatment o 1-YES
o 2-NO
o 3-NAP
DOCPROG 4. Documented progress towards intervention or









MHINTER 6. Mental health interventions (i.e, counseling,





BAINTER 7. Basic need interventions (i.e, food, clothing,




SOCINTER 8. Social interventions (i.e., job training, case












CLEVEL 10. Client Level of Functioning







EVIDMUL 11. Evidence ofmultidisciplinary collaboration as
indicated by two or more disciplines (i.e. mental




















4. Documented progress towards intervention












6. Mental health interventions (i.e,
counseling, psychotropic medication, support










10. Basic need interventions (i.e, food,





10. Social interventions (i.e., job training,
case management, income,




10. Psychosocial stabilization within the




10. Client Level of Functioning
(AID ATL Levels 1 -4)
Level 1 9 30%
Level 2 0 0%
Level 3 10 33%
Level 4 0 0%




collaboration as indicated by two or more
disciplines (i.e. mental health, social work,
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